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Editorial Comment 


UNIFORM REPORTING FOR 
STUDENT HEALTH STATISTICS 


TO THOSE who have the responsibility for planning and providing 
medical care for students in colleges and universities, information 
concerning the scope of the problem would undoubtedly be helpful. 
If the director of a student health service knew how much use would 
be made of the hospital and outpatient clinic, he certainly would be 
in a position to plan more intelligently for the provision of the neces- 
sary facilities. Information - this sort does not seem to be readily 
available. 

In this issue John Summerskill presents some figures indicating 
how much use was made of a university health service by the mem- 
bers of one class from the time they entered the university to the 
time of their withdrawal or graduation. It shows that almost all 
members of this particular class did seek medical care or advice at 
some time during their college careers and that many made —- 
calls for service. 

One such study does give some information to aid in ‘estimating 
the amount of medical care needed by a given number of students. 
But such an estimate would be unreliable for many schools, Many 
more such studies are needed, providing information from schools of 
varying sizes and environments. The demand ‘made on health facili- 
ties varies from school to school, influenced by factors such as the 
confidence the student body has in the medical staff, the percentage 
of the student body living at home, the size of the community, the 
availability of community medical facilities, and so on. 

As long ago as 1926 Forsythe’ of the University of Michigan noted 
a need for methods of comparison of the various activities of health 
services in the e and in different schools. Comparisons can have 
value only when there is uniformity in the methods used to collect 


*'W. E. Forsythe, Health Service in American Colleges and Universities, Uni- 
versity of Michigan Bulletin, n.s., 28 (no. 11): 130, 1926. . 


1 


xe 
4 


STUDENT MEDICINE 


the data to be compared. Forsythe recognized this and made a plea 
for the adoption of standard forms for the annual reports of student 
health services. He further suggested an outline for such a report, 
listing certain items which he felt should be reported in a uniform 
matter. Even though twenty-eight years have gone by since this out- 
line was proposed, it would still provide valuable information if it 
were used widely enough. 

Could not the American College Health Association through a 
committee devise an annual report form which could be made avail- 
able to health services throughout the country? If a sufficient number 
of schools were to co-operate, the information so gathered could be 
of inestimable value, not only to colleges in the process of developing 
student health facilities, but also to those with services already in 
existence. 

Progress in student health services can and will be made, but it 
can be speeded and directed by facts such as we believe can be readily 
obtained if a system of uniform reporting is adopted by enough col- 

lege health services. — 


A MEANS FOR PROVIDING PSYCHOTHERAPY 


In the April issue of Student Medicine several authorities in psy- 
chiatry and student health work gave suggestions to student health 
services which desire to provide psychotherapy but which lack either 
funds or adequately trained personnel. 

Dr. Dalrymple in this issue offers another solution to the problem 
in the form of an “on-the-job” training program. He describes the 
‘program as it is carried on at the Massachusetts Institute of Tech- 
nology. He believes it has proved its worth in this setting and suggests 
that it is worthy of trial in other student health services. ‘This means 
of providing training in psychotherapy is not untried, for Dr. Dal- 
rymple refers to a recent survey which showed that some forty mem- 
bers of the American Psychiatric Association had a plan for training 
general practitioners to do psychotherapy. 
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Co-ordinating 
Student Medicine with Other 
Campus Service Groups: 
The Team Approach”. 


NORMAN MOORE, M.D., AND FRANCES McCORMICK 
B.S., R.N., CORNELL UNIVERSITY 


THE over-all objective of the medical staff at Cornell is to assist 
students in their pursuit of an education and, where possible, to make 
a direct contribution to that education. Specifically, the medical 
service assumes responsibility for (1) providing diligent clinical care 
for the ill and medical counseling for the well; (2) striving to pre- 
serve and/or improve the student’s physical and emotional health; 
(3) supervising communicable disease control and campus sanita- 
tion; (4) assisting all departments of the University in the formula- 
tion of programs for the betterment of students; (5) contributing 
appropriate health education when opportunity offers. Teamwork 
within the department is basic to achieving these objectives; also 
implied is the need to establish team relationships with other depart- 
ments in the University. By focusing attention on optimum benefits 
to students and by recognizing the importance of thinking in terms 
of the whole person, a liason with student personnel workers nat-— 
urally developed. 

The relationship of student health to student personnel work per- 
haps stems from the original doctrine of student health which began 


° Presented by Dr. Moore at the Meeting of the American College Personnel 
Association, Buffalo, N.Y., April 14, 1954. 
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STUDENT MEDICINE 


in this country with Dr. Edward Hitchcock at Amherst College. This 
farsighted gentleman blended clinical medicine, health education, 
physical education, and mental hygiene into what was known for 
seventy-five years as student health. Dr. Hitchcock’s philosophy is 
summarized in a few words from his writings: “There are rules for 
the perfect culture of mind and body. It is impossible to separate the 
two. For a perfect system of hygiene we must combine the knowledge 
of the physician, the school master and priest and must train the 
body, the intellect and the moral soul in a perfect balanced order.” 
This philosophy prescribed a formidable role for campus physicians. 

Is it any wonder that early physicians in student medicine lost 
their identity as doctors? Their duties included participation in clini- 
cal medicine, health education, mental hygiene, physical education, 
social counseling, and many other areas. As student personnel work 
has developed, however, the college physician has been relieved of 
one after another of his nonclinical duties. _ 

Where the student medical physician concentrates on the diseased 
soma or deranged psyche of the student, the personnel worker is in- 


terested in the student’s entire welfare. In Dr. Hitchcock’s day the 


doctor gave ministrations and counseling to mind, body, and soul. 
Ministrations are just as important today, only the doctor as a rule 
occupies a different role. He concerns himself with prevention, diag- 
nosis, and treatment of disease. In this role he must rely on others to 
give the student a closer look at our culture, its mores, its index of 
social behavior, its sense of values, especially those of human relations, 
- It would follow naturally, would it not, that the doctor and the 
personnel worker should be mutually dependent on each other if both 
contribute the advice and counsel to the student that the college doc- 
tor alone bestowed in a limited way a hundred years ago? Modern 
student medicine has returned doctors to regular medical channels, 
where their skills no longer deteriorate and where they assume and 
play the role which tradition has destined them to play as physicians. 
Maintaining sound clinical programs should be their primary role. 
Granted that the sine qua non of a campus medical program is a 
strong clinical staff, student medicine is more than clinical medicine. 
To be effective as a specialty, student medicine, through co-operation 


1 J. E. Raycroft, Proceedings of the American Student Health Association, 24, 
38, 1940. 
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STUDENT MEDICINE AND OTHER CAMPUS GROUPS 


with other campus groups, should contribute as much to the emo- 
tional and intellectual maturity of the student as it does when pro- 
viding him with good environmental sanitation and adequate 
nutrition. Working relationships between physicians and sanitary 
engineers, and between physicians and nutritionists, have long been 
delineated. 

When student medical departments placed emphasis on good clin- 
ical care, the gulf widened between student medical physicians and 
campus personnel workers, At Cornell both these groups have made 
an earnest attempt to resolve the imbalance between medicine and 


counseling that occurred when strong emphasis was placed on the 


clinical program. Whatever progress has been made in building a 
bridge of communication between campus medicos and student per- 
sonnel workers is the result of support and co-operation of the Office 
of the Dean of Men and the Dean of Women with the medical de- 
partment. | 

Such practical difficulties as were envisioned before the plan was 
attempted need not be discussed at this time; suffice it to say we 
knew we could not violate the principle that in the clinic the doctor 
should confine himself to medical advice. Also, it was well known to | 
us that if a nonmedical person inadvertently plays the physician’s 
role, he or she is open to loss of student confidence. At Cornell there 
had been a twenty-year example of medical ineffectiveness when 
physicians became identified as counselors and teachers rather than 
doctors. In order to build a strong clinical department this had to be 
changed. The result has been an emphasis on clinical medicine. With 
such a platform upon which to operate, we cast about for ways of 
making ourselves more effective in the students’ educational experi- 
ence. In 1946 the medical department took the initiative, or, in the 
popular vernacular, we took the plunge. 

Until that time the psychiatrist in the Student Medical Clinic 
worked alone. We felt that his services could be amplified if there 
were working with him a person oriented in both general medicine 
and psychiatry. The nurse in charge of the Cold Clinic was invited to 
pioneer in this new undertaking. Previous to her experience with 
patients in the Cold Clinic she had had an extensive background of 
related experience. She had taken her basic nursing course on a 
graduate level in a university school of nursing where both course 
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work and clinic experience were based on case study methods and a 
public health point of view. She had also taken a post graduate 


course in teaching and administration. Her professional experience’ 


had included hospital duties, teaching in pediatrics, and serving as 
director and co-ordinator of a five-year collegiate school of nursing. 
She began by working as a medical social worker for the Clinic, 
where she received in-service training for psychiatric social work. 
About this time the joint Office of the Dean of Men and the Dean 
of Women was established. Previously there had been no dean of 
men. The joint office was charged with the responsibility of student 
welfare, which immediately expanded the scope of student personnel 
work. A need for closer liaison with the medical services, particularly 
with the Mental Health Division, was high lighted. 

Also, other service groups and faculty turned to the medical de- 
partment more and more for consultation and advice about students; 
an increasing number of requests were made for certain kinds of 
medical information which could not be given without violating 
medical ethics. All of these developments pointed to the need for ex- 
tending the work of the medical social worker beyond the Student 
Medical Clinic. The joint appointment of our medical social worker 


to the Office of the Dean of Men and the Dean of Women with the © 


title of Health Counselor was made. 

While our medical social worker knew the problems of the Clinic, 
knew how doctors thought, understood the importance of medical 
confidential information, knew the psychiatric approach to emotional 
problems, she had to be oriented to the over-all student personnel 
program and the techniques and skills essential for counseling in a 
nonmedical area. It soon became evident that, working together, 
these departments—as well as others more clearly related to the 
Office of the Dean of Men and the Dean of Women, i.e., faculty 
committee on student conduct, residential halls, united religious 
_ workers, student union, etc.—could improve their service to students. 

Realization that much effort must be expended if this idea were to 
work effectively was recognized by both departments. Each depart- 
ment had preconceived ideas of the responsibilities of the other. 
Many of these were, of course, clear cut, but there were some mis- 
conceptions which were eventually corrected. The actual experience 
of working together has promoted better understanding. As each 
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STUDENT MEDICINE AND OTHER CAMPUS GROUPS 


group grew to know more about the work of the other, mutual re- 
spect and clarification of their respective roles occurred. Combined 
staff conferences have been most valuable in this regard. 

It soon became evident that if the services provided were to be 
properly utilized, other groups more closely associated with students 
needed more know-how. In-service staff education programs have 
been amplified each year for dormitory and sorority head residents 
and student deans. Progress has been made in securing people 
trained in personnel work for some of these positions, particularly in 
the residences housing freshmen women. The Office of the Dean of 
Men and the Dean of Women took primary responsibility for these 
programs, but members of the medical staff contributed to them. In 
addition, student groups, officers of the Women’s Self-Government 
Association, and student counselors conducted training programs. 
These orientation courses are sponsored by the students themselves; 
but they are counseled from the Office of the Dean of Men and the 
Dean of Women and include orientation about all university service 
departments which directly affect them. 

In addition to meetings with students and staff personnel, the 
medical director and his staff entertain key groups at the Infirmary 
each year. On these occasions the groups have the opportunity to 
meet the medical staff, see the facilities, ask any questions they may 
have or discuss matters relative to the health service about which 
they may need further information or have concern. The health 
counselor participates in all of these orientation programs, since one 
can appreciate the limitations of orientation meetings at which no 
medical person is available when specific situations develop which 
have or may have medical implications. The specialized counselors— 
financial, vocational, foreign student, etc.—head residents, and stu- 
dent deans find it easier to consult the health counselor than they 
might a physician in the Clinic. They discuss situations freely with 


f her because she is one of their staff. Student officers, student coun- 


selors, and students generally know her either because they have par- 
ticipated in one of the orientation programs or have met her in the 
Clinic, the Infirmary, or at some social function in student residences. 
They frequently consult her for personal reasons or because they are 
concerned about another student’s health. 

It has been our experience that since we pioneered with the role 
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of health counselor, we have been able, through better communica- 
tions, to overcome many of the difficulties which formerly caused 
concern. This is a never-ending process. Perhaps a few examples will 
make clearer what I mean. Formerly, a student exhibiting unusual 
behavior would be referred to the Clinic. The case might or might 
not have medical implications. In any event, the medical department 
was expected to do something about it. Now these situations are 
cleared in the Office of the Dean of Men and Dean of Women. If 
there appear to be medical implications, the health counselor is con- 
_ sulted and plans are made to refer the student for necessary help. In 
some instances this takes time; careful observation may be necessary, 


or the student may have to be helped to recognize his or her own » 
need before referral can be made effectively. After the student has - 


started therapy, it may take some time before the results can be eval- 
uated. Better understanding and the realization that others are shar- 
ing the responsibility make it possible for the person close to the 
situation to co-operate. 

In the area of physical health, problems also occur. Students may 
be resistive to medical care when it is apparent to associates that a 
medical consultation is indicated. If these students are approached, 
the reasons for their resistance can sometimes be recognized—family 


conditioning, overconcern on the family’s part that may result in a re- — 


bellious attitude when the student is no longer under rigid family di- 
rection, fear, disappointment, rumors concerning the caliber of medi- 
cal service, etc. In this type of situation, the health counselor either 
resolves the difficulty or seeks the help of the medical staff member 
best qualified to cope with the particular situation. Usually some way 
can be worked out to reassure the student and to help him get the 
care he needs. Potentially serious situations are avoided, and the 
student takes a step in developing an intelligent attitude toward his 
own health. 

In the Mental Health Division, the health counselor functions as 
a psychiatric social worker, as the primary intake person. When a 
student comes to the Mental Health Division, the health counselor 
usually is the person to make the first interview and almost routinely 
recommends problem checking tests that are scored and evaluated 
by the clinical psychologist. When necessary, she is able to obtain 
additional information through her connection with the Office of the 
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Dean of Men and the Dean of Women. The patient is then discussed 
in the weekly psychiatric case conference composed of the psychia- 
trist, the clinical psychologist, and the health counselor. At this con- 
ference it is decided which member of the team will take primary 
responsibility for the case. If a student’s situation appears critical, 
the health counselor does not wait for the weekly conference but 
refers him to the psychiatrist immediately. If there is indication that 
for the student’s best interest the deans should be informed about the 
situation, the health counselor relays appropriate information in an 
ethical manner. Where the need for some modification in the stu- 
dent’s situation is indicated she will contact the proper person and 
make the need known without betraying medical confidence. 

Occasionally a problem that requires investigation may be brought 
to the attention of the health counselor, or a situation may arise 
where counsel is necessary. These problems are discussed in the 
weekly case conference, and some agreement about procedure is 
reached. Frequently this conference alerts the psychiatrist to possible 
trouble, so that effective preventive measures can be taken. Much of © 
this work goes on behind the scenes. Often these cases are time con- 
suming, and though the trouble never actually happens, the time 
spent is as valuable when measured in terms of benefit to the patient 
as the time spent in cases solved in plain view. 

Physicians occasionally need help with a student patient in carry- 
ing out treatments, in communicating with families, in supervising 
medications, or in finding out why a patient did not return to the 
Clinic as directed. Here the health counselor aids the physician and 
helps the patient avoid the anxiety or resentment which sometimes 
follows a physician’s follow-up call. 

Several years ago after careful evaluation of the significant find- 
ings from routine physical examinations of entering students, we dis- 
continued making examinations on campus in favor of requiring 
students to fill out a medical history and to undergo a physical ex- 
amination by, the family physician; both the history and the exam- 
ination are recorded on our forms and sent to us prior to admission. 
Supplemental examinations, i.e., chest x-rays and tetanus immuniza- 
tions, are given after the student arrives on campus. These histories 
and physical examination reports are screened by the medical staff 
before school opens and appointments are made for re-evaluation or 
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follow-up when students arrive. The charts of students who in their 
histories gave evidence of an emotional disorder, indicated that they 
have a personal problem, or requested a psychiatric interview are re- 
viewed by the health counselor, and those who appear to need help 
are invited in for a conference. The cases which appear urgent are 
given appointments promptly. Approximately 20 per cent of the stu- 
dents seen at these appointments are referred for psychiatric consul- 
tations. It has been our experience that a significant number who 
have no pressing problems when they have their initial health inter- 
view seek help later through the health counselor if difficulties arise. 
Frequently during these interviews they may express concern about 
problems in other areas—vocational, financial, social, etc.—and the 
health counselor is able to give them some directions about resolving 
these difficulties. These health conferences are one of our defenses 
against that major disaster, suicide, which may overcome a disturbed 
person in a new environment. 

Another area where the health counselor is especially helpful is 
with bed patients at the Infirmary.. Problems are often precipitated 
by illness—problems that are not critical but which if solved can 
make Infirmary stays more valuable. Taking care of small details re- 
lieves the patients’ anxieties; just the fact that someone comes down 
from the campus makes them feel less isolated and, if they do have 
problems, the counselor tries to help work them out. For example, a 
boy in the ward who knew he would be there quite a while was about 
ten days behind in his assignments. He asked the health counselor to 
get his assignments. When she brought them, he said, “Does the Uni- 
versity pay you for taking care of our troubles?” They really appreci- 
ate such help. Another service that patients appreciate is the bringing 
of examinations to those students who are well enough and prepared 
to take finals. Of course, this is contingent on the professor’s willing- 
ness to have his examination taken at the Infirmary; usually he 1s. 

Another discernible benefit from the work of the health counselor 
has been a much closer relationship with the faculty and the medical 
department. It works this way. A faculty member or an administra- 
tive official is faced with a problem that apparently has other ramif- 
cations than academic, but not frankly medical. The tendency here 
is to call the health counselor rather than a doctor; after hearing 
about the situation, she can advise whether the problem should go to 
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the Mental Health Division, the general Medical Clinic, or to the 
counseling office. Because this goes on all the time, faculty and ad- 
visers learn a good deal about the real worth of a person who daily 
works in both channels, medical and counseling. Since we have had 
this arrangement, the faculty has gained understanding of the scope 
of medical work. Perhaps an example would illustrate this point. 

Last year the health counselor received a call from a young instruc- 
tor, who reported that the roommate of a girl in one of his classes 
was seriously considering suicide. He wondered what to do. She 
asked if he thought he might be able to refer the student to the Clinic 
and he said, “No,” that he actually was not free even to tell her 
ee Then he was asked if he thought he could see her again and 
perfiaps try to help her understand that she did need some help and 
then refer her to the Clinic. He was dubious about that, so he was 
told that the medical department couldn’t help in that particular 
situation, also that if he had taken so much responsibility and did not 
feel that he could pass it on there didn’t seem to be anything we 
could do, because we certainly could not prescribe when we didn’t 
know the girl, her situation, or anything about her. The same instruc- 
tor came to see the health counselor this year. He talked about an-— 
other student and confessed he realized how put out she must have 
been with him the year before, but that his hands were tied. He ad-— 
mitted that he had been worried and that while he wanted to pass 
it on to somebody else, he couldn’t, so this time he wasn’t going to 
make the same mistake. Before he took a confidence this time—for 
again it was for a roommate of a friend who was in trouble—he had 
told her that if she wanted to talk to him he would have to be free 
to exercise his judgment about what to do. This is a good example 
of a faculty member identifying with the health counselor in a way 
he could not have identified with a doctor. He would have been 
fearful of the doctor’s reproach for the first episode. 

The clergy, in advising students, occasionally become deeply in- 
volved. Because they have confidential information, they feel they 
cannot pass it along to the extent of asking for help. Perhaps, too, 
they do not recognize the anxieties they sometimes mobilize. A crisis 
created by a student whom a minister was counseling focused the 
need for clarification of what kind of counseling is primarily medical. 
The relationship between the Medical Clinic, especially the Mental 
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Health Division, and the campus clergy has improved as a result of 
the work of the health counselor. When the clergy encounter psychi- 
atric and medical problems, they are able to talk in their own way, 
not to a doctor but to one who understands medical problems, and 
this has been most productive in giving them insight. The clergy have 
found that they can talk to the health counselor about things that 
concern them and learn about the medical aspects of these problems 
and receive reassurance as to whether patients they are carrying 
should or should not be referred. This has built up their confidence 
in us, in addition to furthering understanding on their part. The 
bulk of the faculty, the clergy, and others who frequently ask us why 
we can’t help so and so, or why we advised so and so to leave, or 
why we do not take certain people on for prolonged and intensive 
therapy are answered by the health counselor. She is able to help 
them see that medical care at the university for students is feasible 
only as long as they can profit from their educational experience and 
that, when students are too ill to meet academic requirements, 
and/or live within the framework of the university community, it is 
better that medical care be continued away from college. They begin 
to see our point of view, namely, that the university is primarily an 
educational institution and not a sanitorium. We have found that 
this kind of information needs to be given out constantly. Changing 
personnel is never ending; always new people are in need of orienta- 
tion. At Cornell this is given informally in conferences in which the 
health counselor participates, both inside and outside the office. This 
program has aided in furthering understanding of the psychiatric and 
medical contributions constantly given to help students get an edu- 
cation. 

The health counselor has been instrumental in getting student or- 
ganizations interested in the Infirmary and in doing things for pa- 
tients. She has also helped the nurses at the Infirmary to understand 
what the students’ problems are and, as a result, they are more 
patient, more understanding, and more co-operative in helping stu- 
dents carry out their programs while they are hospitalized. 

The Division of Mental Health, especially the psychiatrist in 
charge, has played a most significant role in the working relationship 
between the Clinic and the Office of the Dean of Men and Dean 
of Women. He has been most helpful in developing this program, 
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pee given generously of his time, effort, and specialized knowledge 
in working out specific problems and formulating over-all policies. 
His reward has been personal satisfaction at the success of the pro- 
gram. Further, the Mental Health Division of the Student Medical 
Clinic has enjoyed having its activities restricted to medical cases 
and to medical investigation only of behavior problems. The psy- 
chiatrist now does not call a counselor, a chaperone, a student dean, 
or a residential hall employee. The health counselor carries his rec- 
ommendation, and interprets it in terms both appropriate and in- 
formative. Occasionally the psychiatrist must re-evaluate the circum- 
stances and perhaps dispatch supplementary recommendations. The 
important point is that he appears primarily as a doctor, and the 
health counselor carries and interprets the medical component of a 
problem. It is well known, however, that behind the medical opinion 
or recommendation is a thorough understanding of all the facts in 
the case. The student health physician, while continuing the doctor 
role, makes his medical judgment more effective when it is trans- 
mitted in this way than if he entered the picture himself, since then 
his recommendation might be construed as a “medical order” or pre- 
scription. With this program has come better student morale. 

Soon after inauguration of the plan, closer contact between the 
medical department and student leaders began and has continued 
bringing to both students and physicians confidence that the total 
needs of the student are being met. Both punitive measures and rigid 
rules have been eliminated. Boys and girls, for example, visit one an- 
other in the ‘student hospital. Morale is higher because of better all- 
around understanding. Consequently, the development of the liaison 
position with the Office of the Dean of Men and the Dean of Women 
has broadened the horizons of our clinical program, especially that 
of the psychiatric division. 

In this paper an attempt has been made to outline a function of 
student medicine beyond the usual clinical or educational responsi- 
bilities. That it has been successful with us there is no doubt. Suc- 
cess was built, in our opinion, on the fact that we had a sound clinical 
program which commanded the respect of the campus community, 
that we had a health counselor with unusual qualifications and in- 


sight, and that by working together with attention focused on stu- 


dents, we have made our respective skills more effective. 
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The Practitioner 
and Psychotherapy 


WILLARD DALRYMPLE, M.D. 
MASSACHUSETTS INSTITUTE OF TECHNOLOGY 


[IN THE April 1954 number of Student Medicine, Dr. Louis S. 
Gerber of the University of New Mexico raised an important ques- 
tion: Should medical practitioners do psychotherapy and if so, how 
should they be trained? His concern was for colleges which have no 
funds to hire a psychiatrist, even part-time, but it might equally well 
apply to those institutions whose psychiatric service is too limited to 
assist more than a fraction of the students needing or seeking help. 

His queries were answered in varying ways by a battery of experts, 
all of whom were unwilling to say “yes” to the question, “Would it 
be feasible for a program to be set up which would include special 
short courses (three to six weeks) for such physicians in mental hy- 
giene, psychotherapy, etc?” Thus they would leave the small student 
health center with little hope for providing psychotherapy unless it 
was willing to strip itself of a physician’s services for a training period 
probably exceeding three (or perhaps six) months. 

This dilemma ignores another possibility. This communication 


aims at describing the type of “‘on-the-job training” which has been 


practiced successfully at the Massachusetts Institute of Technology 
and which is applicable to almost all American colleges. Drs. Herbert 
I. Harris and Carey M. Peters have already published a description 
of this program.* It consists merely of the physician’s conducting 
psychotherapeutic interviews with patients and consulting with a 
psychiatrist between times. At the Massachusetts Institute of Tech- 
nology the existence of an active psychiatric service makes such a 


1H. I. Harris and C. M. Peters, The Treatment of Psychosomatic Disorders by 
the Internist, American Practitioner and Digest of Treatment, 5: 158, 1954. 
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THE PRACTITIONER AND PSYCHOTHERAPY 


training program exceptionally easy; but since the consultation be- 
tween clinic physician and psychiatrist has taken place only once a 


week, the program could function adequately with the 5 sotycaamea in 


a city, say, fifty miles away. 

Nor have such training activities been limited to cleanin insti- 
tutions. A recent survey obtaining answers from 288 members of the 
American Psychiatric Association indicated that some forty member 
psychiatrists had a “systematic plan or method of training general 
practitioners to do their own [psychotherapeutic] treatment.”’ Few 
medical skills are so appropriately learned by an “‘apprentice’’ system 
as psychotherapy. 

To be sure, good physicians from time immemorial have recog- 
nized the importance of emotional factors in health and disease. In 
listening to their patients’ conscious problems they have performed a 
valuable type of psychotherapy, catharsis. But beyond the reach of 
catharsis, reassurance, and the alleviation of symptoms by the crea- 
tion of a good physician-patient relationship (the psychiatrist calls 
this “transference cure”), are the unconscious emotional factors in 
which many illnesses and symptoms have their origin. Dynamic psy- 
chotherapy involves the exploration of such factors. 

Thus when the doctor and patient are agreed that the symptoms 
are due to emotional factors and that the patient needs psychother- 
apy, the clinic physician aready possesses the good relationship so 
helpful to starting psychotherapy. He tells the patient that interviews 
will take place at a regular interval, say for an hour once weekly. 
He explains that all individuals have unconscious thoughts, ideas, 
and problems which may cause symptoms (a concept familiar to 
most college students today). He explains that the success of therapy 
depends to a large degree on the patient, who must conscientiously 
report all feelings and thoughts, even about the physician. The pa- 


tient’s pride is challenged by telling him that all his determination 


and personal resources will be needed, and later on he is encouraged 
by praise when he successfully deals with some emotional problem. 
In the interviews a nondirective approach is maintained. The physi- 
cian talks as little as possible, often merely reflecting back the pa- 
tient’s words to encourage his free associations. At no time, of course, 


*D. Blain and R. F. Gayle, Jr., Distribution, Form and Extent of Psychiatric 
Consultations, J.4.M.A., 154: 1266, 1954. 
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does the physician express judgment (even by facial expression) on 
any of the patient’s thoughts or deeds. 

The goal of therapy is the patient’s ventilation of underlying, un- 

conscious feelings and motives. Two principles of such psychotherapy 
are that most patients will proceed on such ventilation almost auto- 
matically (in varying lengths of time), given a friendly, understand- 
ing, permissive atmosphere, and that such ventilation, with the in- 
sight it brings, will relieve symptoms. 
_ That any physican with a genuine interest in his patients can 
learn to do such psychotherapy will be demonstrated by the two fol- 
lowing cases in which the clinic physician conducted the therapy, 
reporting each week to the psychiatrist for advice and criticism of 
methods. 

The first patient was a twenty-three-year-old undergraduate, who 
had previously received medical care from the clinic physician for 
infectious mononucleosis. He came to the physician because of 
severe attacks of flushing and sweating. These occurred particularly 
when he was in a barbershop or in church, or when he was partici- 
pating in meetings of student organizations, but also unpredictably 
at other times. In six interviews the following train of thoughts oc- 
curred to him. In describing attacks occurring at the barbershop, he 
' mentioned that these occurred after taking off his glasses. This re- 
minded him of the time when he first put on glasses and felt that 
others were laughing at him. Glasses then had meant to him that he 
would no longer be an important athlete and that he would no longer 
be able to attract girls. At one time he had been told that his eyes 
were poor because his parents had not properly shielded him from 
bright lights when he had the measles. This led to the expression of 
great resentment against his parents, only at first on this account. He 
had a flood of angry memories about his parents, frequently pound- 
ing a clenched fist into the palm of the other hand. He remembered, 


for example, his mother threatening his sister with a knife, his father) 


complaining that the patient ate too much, and his parents’ opposi7 
tion to his efforts to obtain education. The physician pointed out to 
him this train of thought and his flushing while discussing these 
matters. 

Then the physician suggested that perhaps his attacks of flushing 
and sieves represented anger that he had been unable to express. 
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He began to recount incidents where indeed this was true, and soon 
reported that this was correct for all episodes. He found that he 
could go to church or to the barbershop without an attack, and that 
other attacks diminished greatly. When he did feel himself flushing 
he would reflect a moment, discover the immediate individual against 
whom his anger was directed at the moment, and then the symptoms 
would pass off. At this point, therapy was concluded; follow-up six 
months later recorded that this symptom had continued to be an 
unusual and mild occurrence in contrast to its previous embarrassing 
severity and frequency. . 
_ This patient’s treatment did not need to involve deep layers of un- 
conscious material; probably all the facts he narrated could have 
been recalled to memory by an effort of the will outside of psycho- 
therapy. But he had forgotten the intensity of his feelings at these 
earlier times and had no idea of the relation of his symptoms to 
these feelings. 

The second patient was a twenty-five-year-old graduate student 
who came to the department because of burning epigastric discom- 
fort with belching. Other physicians in the department and elsewhere 
had seen him previously, and had examined him carefully (including 
x-rays of the intestinal tract) without finding organic pathology. 
Previous therapy with sedatives, antispasmodics, and a bland diet 
had given him partial relief. He was aware of the effect of external 
events on his symptoms and readily accepted the idea of psycho- 
_ therapy. 

In six interviews he dealt largely with sexual concerns. In his 
only attempt at sexual intercourse he had torn his foreskin badly - 
and had been unable to complete intercourse to orgasm. This mem- 
ory had distressed him greatly; he said that what had happened to 
him was worse than what had happened to Thomas Mann’s Dr. 
Faustus. He was afraid that he would never be able to have inter- 
course and thought that he might need a circumcision (a surgeon 
reassured him that such was not the case, however). The suggestion 
was made to him that perhaps intercourse now meant to him that 
he would be castrated in the process, Later on he confirmed this sug- 
gestion by remembering and narrating a story he had heard as a 
child in which circumcision and castration are confused. | 

The patient’s symptoms were much improved by this time and he 
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went to visit a young lady in whom he had been half-heartedly inter- 
ested for some time. They became engaged and on his return he 
reported that he was feeling well and it was agreed that he needed 
no further treatment. On follow-up seven months later, he stated that 
he had had no further symptoms (a previously unexperienced symp- 
tom-free period) and that he was pleasurably and confidently antici- 
pating an early marriage. 

This patient dealt with somewhat deeper material than the first 
patient. And yet he received little conscious insight into the specific 
origin of his presenting symptom. One might hypothesize that his 
symptoms represented a way of regressing to an oral level where the 
physician, a parent-figure, would nourish him with medication and 
diet and he would not be subject to the risk of castration as an adult 
male. Then the ventilation of his unconscious concern over castration 
was sufficient to reassure him and he was able to accept the adult 
role without symptoms. 

We have chosen these two cases to demonstrate that a medical 
practitioner can deal with problems presenting in the medical clinic 
in an effective manner by psychotherapy, performed under psychi- 
atric guidance. Indeed, the practitioner may have two advantages 
over the psychiatrist: he may see the patient early, before symptoms 
are difficult to eradicate, and he often has established an excellent 


rapport before psychotherapy begins. A physician at a small college 


could make arrangements similar to these with a psychiatrist in the 
same or a near-by city and thus provide psychotherapy for students 
with emotional problems who would otherwise receive no treatment 
except the most superficial. 
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Infectious Mononucleosis: 


An Analysis of 
399 Hospital Cases 


V. R. MANKAD, M.B.B.S. (BOMBAY) 
CORNELL UNIVERSITY 


A UNIVERSITY medical service is beseiged at times by numerous 
patients in the wards of the student hospital with fever, pharyngitis, 
and malaise of varying degree. Some of these patients have enlarge- 
ment of the cervical, axillary, and inguinal lymph nodes. Others with 
similar clinical symptoms and signs do not show enlarged nodes. 
Most of these patients wish to know the diagnosis; all of them want 
an estimate of their hospital stay. Which of these patients have simple 
upper respiratory infections with a predicted hospital stay of two to 
three days and which have infectious mononucleosis with a much 
longer estimated hospital stay has long been a puzzle to resident and 
attending physicians in the Cornell University Infirmary and Clinic 
and elsewhere. Many resident and attending physicians have made 


_ and recorded observations on these patients in the hope that a statis- 


tical analysis might ante the confusion often present in making a 
diagnosis and prognosis.* 

It is the good fortune of the author to be able to organize and to 
report the findings. This paper presents an analysis of observations 
made during a period of ten years on Cornell University students — 
with symptoms, signs, and laboratory evidence consistent with a diag- 
nosis of infectious mononucleosis. While the literature contains many 
case studies of this disease, the precise diagnostic criteria are not 
established. Therefore it is the purpose here to present an analysis of 


*Ann J. Maloney, Herman Tyroler, and Paul Schneller made special contri- 
butions to this study. 
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symptoms, signs, and laboratory results from 399 case histories and 
to group the observations according to the incidence in which they 
were found. | 

During the ten-year period there was a total of 618 patients for 
whom a discharge diagnosis of infectious mononucleosis was made. 
The cases selected for analysis, however, were considered as mono- 
nucleosis only when, in addition to the clinical indication, the poly- 
lymph ratio of the white blood count was reversed and abnormal 
lymphocytes as described by Downey were present in the blood 
smear” Three hundred and ninety-nine patient records met the 
above criteria for diagnosis. Of these 251 were men, 148 were 
women. The men were divided into three age groups—16—19; 20-23; 
and 24 years and older. The women were treated as one age group, 
16—19, inasmuch as only eight women were above 19 years of age. 
Consequently all data referable to women are considered together. 
Of the men 182 or 72 per cent were 16—19 years of age; 46 or 18 per 
cent were 20-23 years of age; and 23 or 9 per cent were 24 years of 
age or older. Of the whole group 205 or 51 per cent had been ill 
from one to four days before admission to the Infirmary; 127 or 32 
per cent of the group had noticed symptoms five to seven days before 
admission; 58 or 15 per cent had been ill one to three weeks before 
coming to the hospital; and 9 or 2 per cent declared they had been 
ill longer than three weeks. Age or sex did not influence the above 
percentages. The recorded observations for each case were transferred 


to standard IBM cards and the data were analyzed by machine with _ 


the following results: 
SYMPTOMS 


The symptoms reported most often by the whole group are given 
in Figure 1. Malaise was the most common complaint (74 per cent). 
Sore throat occurred in 69 per cent of the patients. About one-half the 
patients complained of fever; 43 per cent of the patients complained 
of headache; about one-third felt discomfort in the neck. About one- 
quarter of the patients experienced nasal congestion similar to an 
upper respiratory infection. Fifteen per cent of the patients com- 


*H. Downey and C. A. McKinlay, Acute Lymphadenosis Compared with Acute 
Lymphatic Leukemia, Arch. Int. Med., 32: 82-112, 1923. 
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PER CENT 
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Figure 1. Symptoms. Frequency in 399 cases. 


plained of gastrointestinal symptoms (anorexia, nausea and vomit- 
ing, dysphagia, diarrhea, or abdominal pain). Slightly more than 
one in ten had chills with the disease. 

In the men there seemed to be a tendency for the symptoms of 
malaise, headache, and gastrointestinal symptoms to occur more fre- 
quently as the age of the patient advanced. The differences were not 
statistically significant and are probably accounted for by the fact 
that older men are more prone to report these symptoms. Although 
gastrointestinal symptoms are not predominant in any age group, it 
can be pointed out that they are twice as likely to occur after 24 as 
under 20 years of age. 

If a comparison of symptoms on admission to the hospital is made 
of the 182 men and 148 women of the same age group (16-19 
years), 132 or 73 per cent of the men complained of a sore cent, 
while 89 or 60 per cent of the women complained of this symptom.° 
Malaise occurred more frequently in women (78 per cent) than men 
(70 per cent). URI symptoms were more common in women (30 


per cent) than in men (21 per cent). 


* Statistically significant. 
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PHYSICAL SIGNS 


Fever occurred in nearly every patient (98 per cent). Cervical 
lymphadenopathy was present in 86 per cent of the cases. About 
eight out of ten patients had objective evidence of an inflamed 
throat. In two-thirds of the patients the enlarged cervical lymph 
nodes were tender. In one-third of the patients tonsillar enlargement 
was present. Unfortunately, there are no data available referable to 
the number of patients whose tonsils had been removed previously. 

In slightly less than one-third of the patients there was pharyngeal or 
tonsillar exudate. Incidences of skin rash (4.2 per cent) and a palp- 
able spleen (5 per cent) and clinical evidence of liver pathology (4 | 
per cent) were low (Figure 2). 

Two observations of sex differences in symptoms in the 16-19 age 
group are statistically significant, namely, throat inflammation, which 
occurred in 84 per cent of men and 69 per cent of women, and 
fever, which was higher in men. Sixty per cent of males and 41 per 
cent of females had — of over 101 degrees while in the 


hospital. 

PER CENT 

_ lO 20 30 40 SO 60 70 80 90 100 
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Figure 2. Physical signs. Frequency in 399 cases. 
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INFECTIOUS MONONUCLEOSIS 
LABORATORY FINDINGS 


Poly-lym phocyte ratio reversal. Inasmuch as a poly-lymph cell ratio 
reversal was prerequisite for inclusion in this series, all cases showed 
such a reversal. Analysis of the time factor from the onset of symptoms 
before reversal could be helpful in determining the optimum time to 
observe the white blood count for the purpose of diagnosis. 

Slightly more than 50 per cent of patients showed reversal of the 
poly-lymphocyte ratio within six days of onset of symptoms; 82 per 
cent had a definite reversal within ten days; and 18 per cent re- 
quired more than ten days before reversal took place. The data gave 
evidence that there was a four to one chance that a white cell re- — 
versal would occur in the first ten days of the illness. There were no 
noticeable sex or age differences in the group as a whole as regards 
white blood cell count changes. 

The heterophile test. The heterophile reports of this series were 
considered positive when the titre was 1: 200 or over.* In 315 patients 
or 78 per cent of the cases, the heterophile was positive. There were 
no age or sex differences in the group as a whole. The shortest time 
from onset of symptoms before the heterophile test became positive 
was two days; the longest over thirty days. In 96 patients or 31 per 
cent of the group showing positive heterophiles, the test was positive 
in from two to six days; in 77 or 25 per cent the test became positive 
in from seven to eight days; in 70 patients or 23 per cent in from 
nine to eleven days; in 30 patients or 10 per cent in from twelve to 
fifteen days; and in 22 patients or 7 per cent in sixteen to nineteen 
days. In only 12 patients or 4 per cent of the whole group did the 
_ heterophile take over twenty days to become positive. More than 
one-half of the patients who eventually had a positive heterophile 


* Stat Heterophile (“Heterophile Agglutination Reaction, ‘Stat,’” E. A. Fennel, 
M.D., F.A.S.C.P., Proceedings of the Staff Meetings of the Clinic, Honolulu, 14 
[no. 4]: 20, April, 1948). 

1. To 0.1cc serum add 0.5cc of 3.8% sodium citrate. 

2. To this add 4.4cc of saline (1: 50 dilution). 

3. Set up ten tubes each containing 1.0cc saline, except tube #1. 

4. To tubes #1 and 2, add icc of 1:50 serum dilution. Starting with tube 2, 

transfer lcc down the line. Do not discard final icc until titration is com- 

pleted. | 
. Add 0.1cc of 0.2% washed sheep cells to each tube. Shake and centrifuge 
for five minutes at 1500 RPM. 
6. Dilutions read: 1:50, 1:100, 1:200, etc. 1:200 is a significant titre. 1:400 
is considered positive. 
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became positive within eight days of onset of symptoms, and 90 per 
cent had become positive within fifteen days. 

Urine analysis was done on all patients. Except in those patients with 
diabetes and those whose course was complicated by jaundice, a 
temporary presence of albumin was the only pathological finding. 
Throat cultures were taken on 252 patients or 63 per cent of the 
group. All the cultures were negative for pathogens; however, in 9 or 
3.5 per cent of these patients a smear was positive for Vincent’s or- 
ganisms. Blood cultures were made on 14 or 3.5 per cent of the cases, 
All were negative. 

Liver function tests were done on 125 cases (32 per cent). One 
or more of the following tests were done: icterus index, quantitative 
Van den Bergh, thymol turbidity, cephalin flocculation, alkaline phos- 
phatase, serum proteins, or hippuric acid. Of the 125 cases, 80 pa- 
tients or 64 per cent showed laboratory evidence of acute or subacute 
liver disease. Unfortunately there are no data to explain the method 
of choosing the cases for liver function tests. It is worthy of mention 
that many different resident physicians did liver function tests in 
small series of cases of infectious mononucleosis, but all failed to re- 
_ cord the reason the case was chosen. The total number of patients 

with abnormal liver function tests, however, is many more than the 
number of patients. (16) recorded as having clinical evidence of liver 
involvement. The 80 patients having positive liver function tests 
showed no deviation from the group as a whole as regards degree 
of fever and malaise, or the number of days of illness before admis- 
sion or the number of days of hospitalization. 


COURSE IN HOSPITAL 


There were no significant age or sex differences in the number of 
days’ stay in the Infirmary. One hundred twenty-four patients or 31 
per cent of the group had a hospital stay of one week or less; 236 or 
59 per cent were hospitalized from one to two weeks; and 27 or 7 
per cent were confined two to three weeks. 

The length of hospital stay in most febrile illness is related to the 
length of time fever lasts. Such a relationship appears to be the case 
in this series. While there were no differences in duration ‘of fever 
in the various age groups or between the sexes, 346 or 87 per cent 
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had elevated temperatures for ten days or less, and only 49 or 12 per 
cent had fever ten to twenty days. Four patients or 1 per cent had a 
temperature rise lasting over twenty days, none longer than thirty 
days. The temperature fluctuated daily at least two degrees in 58 
per cent of the cases and remained more constant throughout the 
day in 42 per cent. A varying daily temperature was more common 
in the older age group (men). The highest daily temperature oc- 
curred in the evening in 44 per cent of the cases, while in 16 per cent 
the highest rise was recorded in the morning. In 40 per cent the pat- 
tern was variable as regards the time of day when temperatures were 
highest. 

The pulse rate was consistent with the temperature in 30 per cent 
of cases and inconsistent in 70 per cent. There were no correlations 
established between temperature or pulse patterns and amount of 
heterophile titre, the degree of white count reversal, or clinical liver 


involvement. 


COMPLICATIONS 


In a discussion of mononucleosis, what can be a manifestation of 
the disease may be confused as a complication. Since there is con- 
siderable evidence that infiltration of tissue with round cells is wide- 
spread in this disease, the question of complications becomes even 
more speculative. Seventeen patients or 4.2 per cent showed an ery- 
thematous type rash followed by desquamation mostly on the hands 
and abdomen. Five patients or 1.3 per cent had frank jaundice, but. 
16 patients or 4 per cent of the group had a palpable and tender liver 
with or without jaundice. One case of interstitial pneumonitis was 
demonstrated by x-ray, although 60 patients, 15 per cent of the 
group, were x-rayed during the time in which specific diagnosis was 
being established. 


COMMENT 


One of the interesting points brought out by this study is the 
similarity of the symptoms and signs and the course of illness in the 
different age and sex groups. The analysis was designed to show age 
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and sex differences if such occurred. While some variations occurred 
in symptoms and signs, only the incidence of throat inflammation 
and higher temperatures in the men were statistically significant. 

It was not possible to determine the comparative attack rate for 
men and women inasmuch as data necessary to calculate rates for 
each year of study were not available. However, during the ten-year 
period the ratio of men to women on campus averaged 4.7 to 1, 
while the ratio of men to women admitted to the Infirmary with a 
diagnosis of infectious mononucleosis was 1.7 to 1. This suggests that 
the attack rate is considerably higher in women; however, many 
factors could alter such an assumption. During the war, as a result 
of numerous military programs, there was a proportionately greater 
number of older men on campus. Likewise, after the war the pre- 
dominant campus male population was composed of veterans of an 
older group, many of whom had had the disease while in service. 
Also, men in general are more prone to remain ambulatory if the 
course of the disease is mild. When all of these factors are considered, 
however, it seems probable that women at Cornell have been more 
“susceptible to mononucleosis during the past ten years. 

Data referable to susceptibility of persons in different age groups 
are not complete for this study. It appears, however, that the number 
of cases in each age group corresponds fairly closely to the average 
percentages of these age groups in the student body over the ten-year 
SUMMARY 


1. An analysis of 399 cases of infectious mononucleosis is pre- 


sented. 

2. Malaise, sore throat, and fever were found to be the most fre- 
quent symptoms; headache, the fourth most common symptom, was 
experienced by less than 50 per cent of the patients. 

3. Fever, lymphadenopathy, and an inflamed throat were the 
most constant physical signs. 

4. One-half the cases had a edidiumnphocyte ratio weil within 
six days of onset of symptoms; 82 per cent of the cases showed such 
a reversal within ten days. 


5. Seventy-seven per cent of the cases had a positive heterophile 
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in the order of 1:200 titre or more. Of these 30 per cent were posi- 
tive within six days of onset of symptoms; 55 per cent within ie 


_ days; and 78 per cent within eleven days. 


6. Data is presented suggesting that liver mvolvement with mono- 
nucleosis is more common than clinical evidence would indicate. 

7. While data are not available for a statistical study of the attack 
rate for the student body as a whole or for men and women, the 
data do point to the probability that women are more susceptible to 
the disease. 

8. Symptoms and signs of the disease for wore most part are similar 
in the different age and sex groups. The exceptions found were that 
men had higher temperatures, proportionately more throat symp- 
toms, and more objective evidence of throat inflammation than 


women. 
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“Health Services in American 
Colleges and Universities, 1953”: 
Some Questions Answered 

JOHN SUMMERSKILL, PH.D., CORNELL 


THE survey report Health Services in American Colleges and Uni- 
versities, 1953' provided factual answers to many questions consid- 


ered at the Fourth National Conference on Health in Colleges. At 


the same time the survey findings raised further questions in the 
minds of some conference participants which could not be. immedi- 
ately answered. The following is additional information concerning 
two such questions. 


COLLEGE PHYSICIAN SALARIES 


_ The question of adequate salaries for health service physicians was 
prominent in discussion at the Fourth National Conference. The 
survey report showed the median (middlemost) salary of physicians 
working at different types of colleges in different regions of the 
- country. The median salary (in 1953) for 165 physicans working 
full time at colleges throughout the country was $7,450. There have 
been several requests for more detailed information on physician 
salaries. Table 1 presents a complete distribution of physician salaries. 

The table shows that the range of salaries throughout the country 
is from below $4,000 annually to above $11,000 annually. More than 
half the college physicians reported salaries between $6,000 and 
$9,000. In general, salaries are higher as size of enrollment increases. 
The Survey Committee also observed that salaries tend to be higher 
at those institutions which employ more than one full-time physician. 


*Norman S. Moore and John Summerskill, Health Services in American Col- 
~  leges and Universities, 1953, Cornell University, 1954. A copy of the report may 
be obtained by writing the Special Risks Division, Continental Casualty Com- 
pany, 310 South Michigan Avenue, Chicago, Illinois. 
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HEALTH SERVICES IN AMERICAN COLLEGES 
Table 1.—Number of full-time physicians in different salary brackets. 
Small colleges Medium colleges Large colleges 


(less than (500-2,000 (over 2,000 All colleges 

500 students ) students) students) 
Rae No. % No. % No. % No. % 
Under $ 4,000 3 27% 4. 8% 0 0% 7 4% 
$ 4,000-$ 5,000 2 18% 9 18% >; = 14 8% 
$ 5,000-$ 6,000 2 18% 10 21% 8 8% © 20 12% 
$ 6,000-$ 7,000 0 0% 10 21% 20 19% 30 18% 
$ 7,000-$ 8,000 1 10% 9 18% 29. 27% 39 24% 
$ 8,000-$ 9,000 0 0% 4 8% 22 21% 26 16% 
$ 9,000-$10,000 3 27% 0 0% 15 14% 18 11% 
$10,000-$11,000 # 0O 0% 2 4% 6 6% 8 5% 
Totals 11 100% 49 100% 105 100% 165 100% 


THE NEED FOR MEDICAL CARE 
AMONG COLLEGE STUDENTS 


Plans for the establishment or modification of college health serv- 
ices depend in part on an answer to the question: What proportion 
of students of college age require medical care? 

It is difficult to obtain accurate information on the number of stu- 
dents who actually use the clinical services at a college. The survey 
showed that colleges do not routinely maintain statistical records of 
this kind. Whereas nearly all health service directors can estimate 
whether services are used by a “majority” or “minority” of enrolled 
students, only 19 per cent of the colleges surveyed keep a count of the 
students who use available facilities. ‘This is undoubtedly due to the 


trouble and cost involved in checking college registration lists against 


the names of students visiting the clinic. 

Recent research at Cornell University has provided accurate data 
on the number of students who require medical treatment at college.’ 
This research was concerned with the medical needs of students 
throughout their undergraduate careers at Cornell. The data of the 
research were the individual medical records of 1,155 students from 
the time of matriculation in the fall of 1948 until their withdrawal 
or graduation from the University. This represents a sample of two- ° 


* This research is one of the Student Stability Studies being conducted by the 
Mental Health Division of the Department of Clinical and Preventive Medicine, 
Cornell University. 
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thirds of the freshman class entering in September, 1948. The oc- 
currence of illnesses, accidents, and hospitalizations was recorded on 
IBM cards and subsequently analyzed. 

It was found that exactly 1,100 of these 1,155 students required 
medical care during their college stay of from one to eight semesters. 
In other words, 95 per cent of the freshmen entering the University 
presented a medical problem at some point in their college careers. 

The results also show that, on the average, a student entering Cor- 
nell will visit the Clinic or Infirmary thirteen times before he leaves 
the campus. Because the average stay of this class was 6.75 semesters, 
one can say that the typical student visits the health service about 
twice a semester. That this visit-rate varies considerably within the 
student body is shown by the fact that about one out of ten students 
visits the health service at least eight times per semester. 

The data were also analyzed with regard to the incidence of ill- 
nesses or injuries during college careers. On the average, a student 
- entering Cornell will have six illnesses or injuries while enrolled. Re- 
lating this finding to those summarized above this means that the 
typical student will have one illness or injury per semester and that 
each attack will require, on the average, two visits to the health serv- 
ice. It is noteworthy that one out of ten students has more than 15 
illnesses or injuries during a college career. : 

The types of medical disorders most frequently encountered in 
college students were also analyzed. On the average, a student will 
have at least three types of disorders while at college (for example, 
upper respiratory infection, injury, gastrointestinal upset). One re- 
occurrence of each disorder is the most likely situation. 

The data show that colds account for 25 per cent of all the dis- 
orders recorded.* Injuries (of all degrees of severity) account for an 
additional 15 per cent of the disorders. Next in order are gastroin- 
testinal disturbances, then emotional difficulties, together accounting 
for a further 10 per cent. Common communicable diseases, various 
skin conditions, allergies, and menstrual complaints are medical prob- 
lems encountered in substantial numbers of students. 

_ With regard to need for hospital care, it was found that 43 per 


*In analyzing the incidence of colds and other minor respiratory infections it 


was decided that attacks would be counted as separate if at least three weeks in- 
tervened between the dates on which the student first complained of each attack. 


30 


fc 
Pp 
fc 
n 
tc 
4 


HEALTH SERVICES IN AMERICAN COLLEGES 


cent of the class entering in 1948 required hospitalization during their 
college careers. Of these, nearly two-thirds were hospitalized once, 
while one-quarter were hospitalized twice. Among the remainder, 
four admissions were as common as three. Students requiring hos- 
pital care spend an average of 4.6 days in the hospital throughout 
their college careers. One in ten students requiring hospitalization 
spends more than two weeks in the hospital at college. 

In summary, virtually all students entering Cornell require medical 
care during the period in which the University shares responsibility 
for their health and welfare. On the average, students have one ill- 
ness or injury per semester; this requires, on the average, two visits 
to the health service. Four out of ten students develop a disability 
which is sufficiently severe as to require hospitalization. 
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Case Reports of the Cornell 


University Infirmary and Clinic 


A Case of Benign Paroxysmal Perwtonitis 


Dr. Wightman: “We have an interesting case which was recently 
seen in the infirmary. The case history will be given by Dr. Sayer.” 

Dr. Sayer: “On March 20 a graduate student by the name of R— 
was admitted to the Infirmary. He was twenty-six years of age and 
was of mixed Jewish, Arab, and French descent and had been born 
and brought up in Egypt. His parents have now settled in Panama. 
He was admitted on the afternoon of that day complaining of ab- 
dominal pain. He had felt vaguely unwell the previous afternoon 
and also on the morning of the day of his admission. About three 
hours before admission he first noticed this pain which was concen- 
trated in the upper abdomen and became more and more severe, so 
bad in fact that he was barely able to walk when he got to the In- 
firmary. There had been no nausea, vomiting or diarrhea, no upset 
of micturition; in fact this severe pain was his only complaint. The 
pain was a little to the left of the midline and high in the abdomen 
but with some radiation to the lower abdominal quadrants. 

“He gave a rather interesting past history to the effect that he 
had had seven or eight similar attacks of pain in the period from July 
1952 to October 1953, during which time he had been studying at 
a university in Texas. These attacks of pain had lasted a variable 
time from two days to a week, and with one exception they had all 
cleared up spontaneously with conservative treatment. He had been 
thoroughly investigated and he had even been operated on at the 
height of one of the attacks at Austin, Texas. Eventually a diagnosis 
of benign paroxysmal peritonitis had been made. On the occasion 
when he had been submitted to surgery the deciding factor had been 
the discovery of what was believed to be a gas bubble under the 
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CASE REPORTS AT CORNELL 


diaphragm. However, at operation no ruptured viscus was found and 
no apparent cause was seen to account for the generalized peritoneal 


inflammation and for the small quantity of free fluid in the peritoneal 


cavity. The surgeon closed the abdomen and for the remainder of his 
illness he was treated with antibiotics. He recovered rapidly, as he 
had during his other attacks. 

“Now here was a chap who came in and brought with him his own 
diagnosis of acute benign peritonitis. On examination he had indeed 
all the signs of a peritonitis. His abdomen was acutely tender, rather 
more in the lower part than in the upper. He had pronounced re- 
bound tenderness. Bowel sounds were present. At the same time, with 
these acute focal signs, he did not look particularly ill. His pulse rate 


_ was eighty and his blood pressure was quite normal. We did a white 


blood cell count on admission, and this was 16,500 with 76 per cent 
polys, 19 per cent lymphocytes, three monocytes, one eosinophile, 
one basophile and sixteen stab forms. This looked like a surgical ab- 
domen; so I called Dr. Darsie, who came in and agreed that substan- 
tially it was a surgical matter and called Dr. Sutton. Before Dr. Sut- 
ton arrived, his temperature, which on admission had been 101.4 
degrees rectally, shot up in the course of one hour to 105 degrees 
orally and he had a chill. Dr. Sutton saw him after this and wrote 
the following note: 


History and findings reviewed. Abdomen slightly distended, siaaaitea 
tenderness more marked in lower quadrants, moderate rigidity with re- 
bound tenderness. Patient does not look sick and pulse is only eighty 
and of good quality. Certainly has local signs of peritonitis, but other 
observations and signs do not go with the abdominal findings. Diag- 
nosis: possible peritonitis, possible pancreatitis, possible perforation of 
viscus with secondary peritonitis. Recommendations :—continued study; 
if possible, get report from the hospital in Texas where he was operated 
on. There is no indication for surgical interference at this time. Give 
antibiotics; make sure that temperatures are authentic. 


He also recommended a flat plate of abdomen, serum amylase, blood 
cultures, agglutination test for undulant fever, and a study of blood 
for malarial parasites..The student was put on streptomycin and 
penicillin in rather large doses, and by the next morning it was re- 
corded in the notes, ‘Condition about the same as on admission. Still 
has marked tenderness and muscle guarding.’ Evidence of a definite 
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pancreatitis was not found. Serum and urine amylase studies soon 
after admission were only slightly elevated; the following results hav- 
ing been obtained: urine, Tube A—48 per cent, with the normal 
_ value not exceeding 35 per cent. Tube B—24 per cent, the normal 

value not exceeding 10 per cent. The serum amylase was: Tube A— 
46 per cent, the normal values again not over 35 per cent; Tube B— 
16 per cent, the normal not over 15 per cent. Values such as these 
may be found in peritonitis. | | 

“He was x-rayed on the morning after his admission. Dr. Show- 
acre reported, ‘Several distended loops of small bowel with markings 
indicating jejunum. There is a considerable quantity of gas in the large 
bowel.’ The repeat film taken on the following day was reported: 
‘Small bowel distention has now disappeared.’ 

“By the third day, his temperature was already normal. He was 
feeling better and Dr. Darsie reported: 


He feels much better, fever has subsided, there is now no leukocytosis, 
no pain but still slight tenderness in the left upper quadrant. Etiology of 
his condition is obscure. He brings with him a diagnosis of benign 
_ paroxsymal peritonitis. We have no findings which are incompatible 
with that diagnosis. Moderate elevation of serum amylase level is com- 
patible with it. Smears for malaria are negative. Blood count is normal. 
X-rays show no air under the diaphragm or signs of obstruction or stone. 


“On the fourth day after his admission, he was completely re- 
covered and he was. discharged. Dr. Darsie wrote to Dr. Jerome 
Ravel in Austin, Texas, and the following reply was received. 


This patient was first seen in August 1952 at the Student Health Clinic, 
University of Texas, Austin, Texas. At that time he had abdominal pain 
and upper abdominal tenderness and rigidity, slight temperature eleva- 
tion, and leucocytosis. He was treated with gastric suction, antibiotics, 
and conservative therapy. Less than a month later the patient had a 
severe episode with high temperature, generalized abdominal pain, and 
rigidity. Flat plate of abdomen was thought to reveal free air under the 
diaphragm. Exploratory laparotomy was carried out, and generalized 
inflammatory process of peritoneum was noted. Pancreas, gall bladder, 
and entire gastrointestinal tract were examined and no source of the 
peritonitis was found. There were no cultures made of the peritoneal 
fluid. He had a stormy postoperative course. X-ray studies of the gastro- 
intestinal tract were considered to show deformity of the duodenal bulb 
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in keeping with a diagnosis of peptic ulcer. He was placed on an ulcer 


_ regime. He had repeated episodes of peritonitis that were treated con- 


servatively. Serum amylase studies were normal or very slightly elevated 
during the episodes of peritonitis. The usual picture was abdominal pain, 
tenderness, and sometimes rigidity with fever. Liver function studies 
were negative and complete G.I. series failed to reveal ulcer. Repeated 
stool cultures were negative. It was felt that the diagnosis was either 
benign paroxsymal peritonitis or relapsing pancreatitis. Since our studies 
of serum amylase were within normal limits or only slightly elevated, the 
former diagnosis was considered the more likely. In addition the pan- 
creas was reported normal at surgery in 1952. An attempt was made to > 
place the patient on paraminobenzoic acid, as it was thought helpful | 
by Willis as reported in J.A.M.A., October 13, 1951. (J.A.M.A., 
147:654). However, he was unable to tolerate this and it was with- 


drawn.” | 
Dr. Wightman: “Dr. Showacre, will you please show the x-ray 


films now?” 


Dr. Showacre: “Here are the two films. As you can see there is 
considerable distention of the small bowel. The question is whether it 
is reflex, paralytic, or possibly obstructive, but due to the gas beyond 
this point in the large bowel you would think it is probably not ob- 
structed. This is the type of picture seen with peritonitis. Twenty- 
four hours later, the distension is gone. Incidentally, with acute ab- 
domens, if serial x-rays are taken about two to six hours apart, it may 
be possible to determine if the condition is progressing or not.” 

Dr. Wightman: “A few of us have looked up material on this sub- 
ject, and I will call on Dr. Tracy.” 

Dr. Tracy: “I found two articles written by a physician at Mount 
Sinai Hospital in New York City who has seen ten cases which he 
described. They are all similar to the patient we had. He completed 
the articles with a discussion of the disease itself. He states it is a 
periodic type of disease of unknown etiology. It seems to occur only 
in Jewish, Syrian, or Armenian people of those extractions. It’s a 
disease of young people. It is chronically disabling. It may last a 
lifetime. It is not fatal. It affects both sexes. He thought it might be 
due to an allergy, but was unable to prove it. Neither adrenalin nor 
antihistaminics had any beneficial effect. 

“Another author felt that is was one of the vascular diseases, be- 
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cause frequently he had noticed edema of the peritoneum at the time 
of operation, but as far as he knew there had been no biopsies taken 
of the peritoneum in any cases that had undergone surgery, so he was 
unable to prove it. Cultures taken at operation have always been 
negative, as have all other operative findings. Clinical characteristics 
of the disease are manifested by recurrent episodes of paroxsymal 
acute abdominal pain with fever. The temperature varies from 100 
to 105 degrees, and it is usually normal within the next twenty-four 
hours. There is definite abdominal tenderness. ‘There is also involun- 
tary muscle spasm, vomiting, and constipation, but never diarrhea. 
Leucocytosis with increased percentage of polymorphonuclear cells 
is seen. The pain usually begins in the lower abdomen, often in the 
right. lower quadrant, and then spreads throughout the abdomen. 
There may also be a pleuritic type of pain sometime during the at- 
tack; so when pleuritic pain and fever occur in a person of Jewish, 
Syrian, or Armenian ancestory, benign paroxysmal peritonitis should 
be considered. Many of the patients have a chill, just as our patient 
had, during the acute episode. An occasional case may show a few 
urticarial wheals during the acute stage, and it was the appearance 
of these wheals which made one author think the disease was of an 
allergic nature. Some patients also have increased salivation during 
the illness. There is no eosinophilia seen during the acute stage or 
during the periods of remission. Sedimentation rate, however, is often 
elevated during the free period. The attacks usually begin early in 
life and most of the cases cited fad their first attack as teenagers. The 
next attack will not come on for six months to a year, but attacks 
then become more frequent and may occur as frequently as a week 
or a month apart. Occasionally there may be a lapse. between attacks 
of one or two years. Attacks usually last about two or three days, 
sometimes a week, so that they can overlap each other and the pa- 
tient may thus be hospitalized for prolonged intervals. In women the 
attacks, in two cases cited, seemed to cease during pregnancy. The 
patients are completely normal between attacks, and absolutely no 
positive findings could be found in any of these cases given extensive 
work-ups, including examinations for parasites, agglutination studies, 
gall bladder series, gastrointestinal x-ray studies, and everything im- 
aginable, including psychiatric evaluation. Antibiotics seem to be of 
no value. 
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CASE REPORTS AT CORNELL 


“One author, as mentioned in the letter from Austin, Texas, used 
paraminobenzoic acid in a girl of Syrian extraction who had had 
several of these episodes. He found that three gms. of paraminoben- 
zic acid three times a day relieved her of her attacks. It was then 
decided to give her this drug daily as a prophylactic measure after 
she was well. She maintained complete remission for about a year. 
She discontinued medication herself and had two or three recur- 
rences, but as these recurrences began, she started taking the para- 
minobenzoic acid and the attacks were relieved in twenty-four hours. 
She mentioned this to her doctor, and he asked if she would refrain 
from taking the medication the next time she noted the onset of an- 
other attack so that he might be sure these twenty-four-hour attacks 
she had had in the past were actually attacks of benign paroxsymal 
peritonitis, Reluctantly, she withheld the medication the next time 
and she developed a full-blown picture which was relieved in two 
days after treatment. Thus the author felt this drug had definitely 


ff been beneficial and suggests its use in other cases of this disease. 


Someone else mentioned the use of cortisone and ACTH on the 
theoretical basis through the assumption there is a relationship be- 
tween this disease and the collagen-vascular diseases, and because of 
the edema of the peritoneum which has been noted.” 

Dr. Wightman: “Thank you Dr. Tracy. I looked up a couple of 
articles. One in Gastroenterology by Dr. Siegal from Mount Sinai 
Hospital in New York City. He reports in complete detail on six 
additional cases which they have had. They were impressed with the 
possibility of an allergic cause of this disease and did extensive skin 
tests and elimination diets and studied their patients thoroughly from 
that partcular medical angle, but they were unable to satisfy them- 
selves that they could relieve the attack by the elimination of all as- 
certainable allergens. He did note a predominance of males over fe- 
males, in ratio of five to one, and he says in conclusion, “This disease 
has a close relation to allergy. Of the eleven patients two were atopic 
and four more had a definite family history of allergy. However, 
causative food allergies have not been demonstrated in any of the 
five cases completely studied from this point of view’; and, as Dr. 
Tracy mentioned, neither adrenalin nor antihistamines had effect in| 
controlling these attacks.- 


*S. Siegal, Benign Paroxysmal Peritonitis, Gastroenterology, 12:234-247, 1949. 
oF 
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“Dr. Reimann, in conjunction with three doctors from Lebanon, 
recently published an article about periodic peritonitis in the J.A.M.A.? 
A great deal of what Dr. Reimann has written in this article has been 
covered already by Dr. Tracy. Lebanon has a population of one and 
one half million persons, of whom one hundred thousand are Ar- 
menians, hence these doctors in Beirut were able to collect a good 
many of these cases. Periodic peritonitis apart from other periodic 
disorders is peculiar in that it occurs in people of Armenian, Arabic, 
or Jewish extraction. They observed seventy-two cases in a period of 
five years: forty-nine in Armenians and twenty-three in Arabs. The 
disorder began before the age of twelve in thirty-five of fifty-six pa- 
tients; in one it was said to have begun at six weeks of age, in one at 
thirty-four, and in another at the age of forty-five, so there is quite 
a variation in age of onset. The interval between attacks varied from 
a few days to a matter of months. He made quite a study of heredi- 
tary factors. In one family he was able to trace this disease down 
through five generations. He has several case reports. As Dr. Tracy 
mentioned, pregnancy temporarily suppresses the episodes of parox- 
ysmal peritonitis in each instance, which is in contrast with the lack 
of suppression in women affected with periodic arthralgia. He also 
mentions that arthralgia, chest pain, and occasionally urticaria are 
commonly seen with episodes of peritonitis. There is one thing he did 
give in some detail which I think is worth spending some time on, 
and that is the pathology of periodic peritonitis, He records the 
findings in seven cases. The abdominal organs may appear normal or 
show mild degrees of edema, congestion or inflammation of their 
peritoneal covering, free fluid, fibrin, and adhesions. Histological 
study of excised appendixes and gall bladders showed inflammation 
with acute reaction appearing to originate in the serosa, but with 
evidence of an older reaction in the muscularis, as if the process was 
a continuing one. The acute reaction was observed in appendixes 
removed during an acute attack. Evidence of older lesions and 
chronic reaction was found between episodes. The cellular infiltrate 
consisted of lymphocytes, mononuclear and plasma cells and sug- 
gested a sterile inflammation. The myenteric plexus shows a slight 
cellular invasion. This favors a view previously offered by Reimann 


A. Reimann, Periodic Peritonitis—Heredity and ].A.M.A., 154: 
1254-1259, 1954. 
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(Medicine, 30:219-245, Sept. 1951] ‘that a neurovascular or neuro- 
muscular disturbance accounts for the symptoms and signs of peri- 
odic disease.’ 

“Tf, as seems likely, inflammation of the serosa sil peritoneum 
occurs during each episode, it is remarkable how little thickening and 
scarring results from the repeated attacks experienced by these pa- 
tients. ‘The reaction is chiefly exudative in character, and little if any 
proliferation occurs. 

“The disorder is not always benign, as several deaths have been 
reported during the acute episode. Further details regarding these 
fatal cases are not given. : 

“There is not much to offer in the way of treatment except for 
symptomatic and supportive measures. As has already been men- 
tioned, paraaminobenzoic acid was useful in preventing attacks in 
one young woman as reported by Willis.* Our patient did not tolerate 
this regime. Reimann‘ reports the use of pituitary adrenocortitropic 
hormone in one case, 450 mgm. being given in a thirteen-day period. 
This neither altered the course of the attacks nor prevented recur- 
rence. 

“In his summary Dr. Reimann emphasizes the hereditary nature 
of the disorder, which was shown by operative and microscopic ex- 
amination to be a sterile, nonsuppurative inflammation involving the 
walls of the appendix and gall bladder. He suggests that involvement 
of the myenteric plexus and a resultant neuromuscular disturbance 


may account for the signs and — 


Psychiatric Case Conference—fanuary 27, 1954 


Dr. Darling: “The case today is a girl named B. A. We saw her 
about a year ago during the spring term. She is a senior now and in 
good standing. Some background information will be given by Miss 
McCormick.” 

Miss McCormick: “TI knew this student for ou a year before she 
was referred to our division. She had come in last year to see the fi- 
nancial counselor. At that time she had transferred from another col- 


ay W. H. Willis, Treatment of Benign Paroxysmal Peritonitis with Para-amino- 
benzoic Acid, ].A .M.A., 147: 654, 1951. 
*H. A. Reimann, Periodic Disease, Medicine, 30:219-245, 1951. 


39 


m, 
42 
en 
d 
Ic 
C, 
of 
at 
ms. 
| 
3 


STUDENT MEDICINE 


lege and she had a state scholarship and other assistance. Inasmuch 
as she was planning to attend medical school, she wanted to make 
some long-range plans about finances. In the course of conversation 
the counselor discovered that there were many factors in her family 
background that could precipitate difficulties, but she gave little evi- 
dence of being distressed. She was enthusiastic about Cornell and 
she had a great deal of vitality and seemed to know what she wanted, 
There was considerable conflict in the family, and the student had 
served as a go-between for her parents and the two other children. 
The mother had attempted suicide the year before B. A. came to 
Cornell, and B. A. went to live with the grandmother. This had 
caused difficulty in the family because the mother didn’t particularly 
like this idea. However, B. A. seemed mature and very factual about 
everything. She had a pretty objective attitude toward these difficul- 
ties and there didn’t seem to be any reason for being concerned about 
her. Because of the family situation, however, the financial counselor 
decided it would be a good idea to introduce her to me. 


“B. A. told me she was interested in pediatrics, and she used to 
come in quite often and talk about her plans for medical school. She 
never made appointments, but would just drop in casually. She 
talked about things that concerned her. She was opposed to sorori- 
ties. She didn’t think that they measured up to her idea of a social 
institution. Her mother was a sorority woman, however, and she was 
putting a great deal of pressure on B. A. to join a sorority, and she 
eventually did join. Her medical record shows that she was in the 
Infirmary about a year before this illness and that the first illness 
happened at the time they were having pledging for sororities. Some- 
one called about her before the pledge dinner to see if she were going 
to be let out of the Infirmary in time because they had a surprise— 
her mother was coming to attend the dinner. We didn’t make any 
recommendation one way or the other, but she was discharged and 
did attend the dinner. I saw her in social situations in the dormitory 
and other places during that year, but at no time did she show any 
evidence of difficulty.” | 


Dr. Darling: “Dr. Fryer was the medical resident at the crucial 
time of this medical situation last year, and he will carry the main 
thread of the medical history.” 
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Dr. Fryer: “She had had the usual childhood ailments. She had 
an appendectomy in 1949 and she had an attack of dry pleurisy in 
1951. Physical examination upon entering Cornell showed no ab- 
normalities, and prior to the sequence we are going to discuss, she 
had only been to the Clinic two or three times with minor ailments 
and had been in the Infirmary on —_ one occasion, with a diagnosis 
of pharyngitis. 

"The comments and remarks which I am going to quote are those 
of two or three members of the medical staff. On February 18 of last 
year she came into the Clinic to see Dr. Evans, complaining at that 
time that she ached all over, that she’d been feverish and had some 
nausea. She had a low-grade pyrexia, but there were no other posi- 
tive findings and she was sent back to bed for twenty-four hours. She 
returned the next day saying she felt somewhat better. On the follow- 
ing day, however, she felt much worse. She complained at that time 
of severe pain in the back and neck and of a sore throat. She had» 
no fever at this time, but she did say to Dr. Evans that she wanted to 
go to the Infirmary and she was sent into us on the twentieth. I saw 
her on admission and her complaints were very much those I have 
outlined: an occasional pain in the chest, intermittant fever, malaise 
in general, general weakness. I could find nothing of significance on 
her physical examination nor was she feverish at this time. She was 
treated symptomatically. We were having a lot of “grippe”’ cases at 
that time and it seemed likely it was a mild form of “grippe.” Two 
days after admission she complained to Dr. Evans of weakness in her 
legs. She referred it to her knees, but there was nothing objective to 
be found. The next day I saw her, and I can remember she again 
said she had some difficulty in walking. I could find nothing when 
I examined her, and we passed it off thinking this was not of any 
great significance. We encouraged her to get up-and-about, and she 
was discharged on the twenty-fourth, having been in four days.” 

Dr. Darling: “After she was discharged she went back to the dor- 
mitory, and we next heard from the dormitory chaperon. Miss Mc- 
Cormick, do you want to tell about that?” 

Miss McCormick: “The chaperon called the morning after her 
discharge and wanted to know what the symptoms of poliomyelitis 
were because this student’s symptoms were even worse than they had 
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been before she was admitted to the Infirmary. She had experienced 
no difficulty walking, but I suggested that she come back to the 
Clinic and be re-evaluated.” 

Dr. Fryer: “On February 26, which was the day after discharge, 
she was in the Clinic again and saw Dr. Darsie briefly, complaining 
at that time about her legs. Her legs and knees were more painful. 
Dr. Darsie referred her back to Dr. Evans and at the same time sug- 
gested that she might have some infrared treatment. She saw Dr. 
Evans on the twenty-sixth about the pain in her knees and in her 
calves and Dr. Rachun saw her then. She was then also complaining 
of parasthesia of the hands, which she said had first started four 
weeks previously. We had not heard about this when she mentioned 
dizziness, weakness, and these leg pains. Then she described a constant 
ache, so severe that she was unable to sleep, which radiated from her 
knees up and down the leg so that she had more difficulty in walking. 
Dr. Rachun had in mind the possibility that this might be an infec- 
tious polyneuritis following an upper respiratory infection, so on the 
twenty-sixth she was readmitted to the Infirmary with that provi- 
sional diagnosis. 

“I elicited the same history from her and on examination at that 
time I could find no abnormalities in the heart, lungs, or in the ab- 

omen, I went over her central nervous system very carefully. The 
only positive findings were that she had no abdominal reflexes. She 
appeared to have quite marked weakness of the quadriceps group of 
both legs. She had some tenderness over the sciatic nerve on one side 
and she seemed hyperesthetic over both legs below the knee. We put 
her on complete rest and got a blood count and sedimentation rate. 
The blood count was entirely normal. The sedimentation rate was up 
to the extent of 0.77, which is quite markedly above normal. From 
then on the course seemed to be generally downhill. She seemed to 
get weaker. She began to get pain into her shoulders and arms and 
the hyperesthesia seemed to increase. 

“Dr. Moore saw her briefly and it was his suggestion that Dr. 
Broad, the public health officer, see her. He saw her, and his diag- 
nosis was first influenza weakness, toxic neuritis. His main findings 
were muscle weakness and hyperesthesia. On the twenty-eighth the 
Symptoms were again increased. Weakness was even more marked 
and she was unable to sit up unassisted. On this day Dr. Rachun did 
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a spinal tap and the report came back with a cell count of 2, protein 
15 mgs.; sugar 93 mgs; and chlorides 731. It was an essentially nor- 
mal spinal fluid. On March 1 she was so weak that she had to be fed. 
The comment was made by several of the Infirmary staff during 
these two or three days that she seemed not a bit distressed by things. 
She was heard laughing quite frequently, in spite of the fact that she | 
was lying in bed and unable to move herself. 

“On March 2, five days after she was admitted, Dr. Van Wagenen 
was here to see somebody else and he saw B. A. He examined her and 
his findings are as follows: | | 
A completely negative neurological examination. She has ability to move 
all muscles. Her sensation I believe is normal, reflexes normal, ab- 
dominals are absent. The patient has a hearty laugh. This patient may 
have had a mild infection at one time, but now her picture is one of 
functional disease. What the background for this is, I do not know, but 
I believe it is a transient affair. | 

“Dr. Rachun explained to her at this time Dr. Van Wagenen’s 
findings and his opinion, and I never really got a very accurate de- 
scription of her reaction, but she certainly began to recover miracu- 
lously.” 

Dr. Rachun: “‘Yes, from being bed-ridden she was able to get up 
and walk within an hour from the time Dr. Van Wagenen left. It 
was very striking.” 

Dr. Fryer: “I repeated her sedimentation rate after this, and it was 
still 0.75 m.m. per minute, which is way above normal, That was 
just interest on my part. She was discharged from the Infirmary vir- 
tually symptom-free forty-eight hours after Dr. Van Wagenen had 
seen her.” | 

Dr. Darling: “At this time she was referred to the Mental Health 
Division. Miss McCormick has something to say here.” 

Miss McCormick: “I had seen her practically every day while she 
was in the Infirmary and throughout the whole illness she had been 
remarkably cheerful. The thing she was worried about in the begin- 
ning was what her illness was going to be like. After Dr. Fryer had 
described polyneuritis to her she knew what to expect, and she was 
very appreciative of that. She knew she might feel very much worse 
before she got better and she was making her plans accordingly. She 
wanted to know whether or not she could stay at the Infirmary until 
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she was well if she had a prolonged illness. She didn’t want to go 
home. She wondered if there would be any possibility of her con- 
tinuing her academic work. She also wanted to know how long she 
had to stay in isolation because she was most anxious to have visitors, 
When her symptoms grew more marked, she was just as cheerful. 
Before she knew that her symptoms were on a functional basis, Dr. 
Van Wagenen had told her she was going to be well in about four 
days and already she was feeling somewhat better. 3 


“When she was discharged from the Infirmary her immediate re- 
action to the fact that her sickness was functional was that she was 
very much ashamed. She felt that was a weakness in herself and 
that somehow she was responsible for bringing it on. She was ex- 
tremely sensitive about it and very self-effacing. I tried to help her 
to understand and told her that I thought it would be very helpful 
to talk to Dr. Darling, which she was willing to do. 


“On March 6, which was a couple of days after she was dis- 
charged, she told me that she thought she should feel better than she 
actually did. She said that every time she ate she felt as though she 
were swallowing a hot marble and that her stomach felt quite upset. 
She had no appetite. She was forcing herself to eat and she still had 
some trouble walking. She told me that if this had happened to her 
a year ago she could have understood it. Now, because things had 
improved a great deal in her family situation, and because she was 
very much in love with a boy here, and because her work was going 
well, she just couldn’t see any reason for her trouble at all. She did 
talk about the sorority again and said that she had been pretty disil- 
lusioned by some of the people there. She had put them on a pedestal 
and had found out that they had their weaknesses too. She told me 
that her family were very understanding of her. They knew her 
symptoms had been on a functional basis and her father and mother 
had written her very reassuring letters. She was most receptive of the 
idea of seeing Dr. Darling.” 


Dr. Darling: “There was something concerning the actual way in 


which you accomplished the referral to me. You told her, did you 
not, that I would help her understand what was causing her symp- 


toms?” 
Miss McCormick: “That’s right. I told her that it was not some- 


44 


Ii 
in} 
n 
e 
a 
no 
f 
al 
m 
th 
to 
a 
of 
ti 
th 
tu 
of 
ta 
1S 
te 
m 
fe 
be 
| 
a 
p! 
he 


CASE REPORTS AT CORNELL 


thing she need be ashamed of or feel responsible for herself and that 
I felt she should talk to someone who could explain it to her.” 


Dr. Darling: “Before I saw her she took the psychological screen- 


ing tests which Dr. Summerskill will talk about.” 


Dr. Summerskill: “On the two routine tests she indicated quite a 
number of specific problems. She complained that she wasn’t getting 
enough sleep, that she feels timid, indecisive, forgetful. She indicated 
a need for advice about her engagement and marriage plans. She 
noted that she had conflict with both parents. She said she was con- 
fused about religious and moral questions and that she needed advice 
along vocational lines. At the same time, there did not appear to be 
more serious psychological symptomatology in the test responses. On 
the basis of the test results alone this looked like more of a counseling 
type situation. This is made clear by the statement which she added 
to the tests: ‘Until becoming psychosomatically ill, I was unaware of 
any real conflicts in my mind. I assume that the points on which I 
am confused are not of abnormal proportions. I still doubt that any 
of them will not be solved in the passage of a reasonable length of 
time.’ Of course, conflicts at the unconscious level are not tapped 
through tests like these. The screening tests give an incomplete pic- 
ture, but at least they provide a starting point for dealing with some 
of the specific difficulties of which she is aware.” 


Dr. Darling: ““When I saw her on March 12 I had the great advan- 
tage of knowing all the things that have been presented here—which 
is a tremendous advantage for the psychiatrist. She is a vital girl, in- 
terested in life, and has many ideas of her own. She participates in 
many campus activities, a religious group, a discussion group, etc. 

“She was very self-conscious about the fact that her symptoms 
were on a functional basis. The first thing that she said was that she 
felt ashamed, felt responsible, and very much wished that there had 
been something organically wrong with her because that would have 
been all right. This was something that just wasn’t right at all. I 
wanted to maintain the relationship because I knew it would take a 
certain length of time for her to get well. Therefore, we skirted 
around the edges of her problems rather than making a direct ap- 
proach. She wanted to talk about her religious philosophy and about — 
her boy friend. From what she said I would judge that she was in 
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love with this boy, although she didn’t actually come out and say so, 
I think she was wondering a little bit about whether she was in love 
or not. I noted after the first interview that she was a little frightened 
of this experience of seeing me. I proceeded very slowly, and the first 
interview turned out not only to be friendly but quite a satisfactory 
therapeutic session. My opinion was that the prognosis was good. 
She was complaining of physical symptoms that day, weakness in her 
knees, some pains in her lower legs and in her thighs. In this type of 
problem it is advisable to see the patient as often as possible at first, 
and although I was very busy at that time I saw her four days later, 

“At the second session she seemed very friendly. She started to talk 
seriously at once without any preliminaries. I will read my note of 
that day because it was a significant interview. 


This girl started right off by saying that she had made some discoveries 
over the weekend. She remembered a painful sexual experience when 
she was fourteen years of age. This frightened her terribly at the time 
and she had talked to no-one about it for quite a while, but then felt 
compelled to confide in her mother. She pledged her mother to secrecy, 
‘but my mother didn’t keep it a secret. She told tad father and this made 
me furious.’ 


Of course, this also weakened her confidence in her mother. She sud- 
denly stopped talking and did not volunteer to tell what this sexual 
experience was about. I didn’t want to ask her directly, but I said 
that if she did care to tell me perhaps I could understand this with 
her_and she could get a better understanding of it herself. Her atti- 
tude changed. She looked at the floor, didn’t look at me, but did tell 
me the story. She was visiting a girl friend overnight and her friend 
had got up early to go to mass. She, the patient, was lying on the bed. 
The girl’s father came in and sat on the bed. She said, “Before long I 
realized that the top of my pajamas was unbuttoned, and that my 
breasts were exposed. I was well developed at the time. ‘The man kept 
fondling them and said, “Doesn’t it feel good?” I was petrified and 
said, ““No, it doesn’t. Please go away. Finally he went away.” She was 


frightened and finally talked with her mother, but had received no 


relief from her suffering. 

“She then wanted to talk with me sdeotit sexual matters and the 
therapeutic session developed into a discussion of these matters. I 
could see that she wanted information and that she was quite igno- 
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rant about physiological, biological, and psychological aspects of sex- 
ual expression. I explained things for about ten or fifteen minutes, 
during which time she paid very careful attention to what I was say- 
ing. I wasn’t too certain about giving this kind of information all at 
once, but I felt it was necessary because she needed facts and she 
needed reassurance. When I had finished talking I asked her if she 
felt comfortable about what I had said and she replied: ‘It makes 
me feel one hundred per cent better. Some of the things you told me 
I did not know. It is your attitude about everything that means as 
much as the things themselves.’ I noted that she was still having a few 
twitchings in her legs, but her pain and the arm twitching were gone. 
I gave her a positive suggestion, saying that the rest of her pains 
would go also. 

“After this the one week spring recess came and she went home. 
When she returned to Cornell she was again ready to talk, and this 
day I had an interruption, so I could spend only about half an hour 
with her. She stated that her symptoms were about the same: “They 
don’t bother me very much.’ Then she said, ‘I had a dream recently. 
I was talking with my German instructor. I had seen him the night 
before about making up my work. He was very nice to me. As I 
talked to him, snakes came out of my legs and feet. The same thing 
happened to the instructor.’ I then asked her about her German in- 
sructor and how she felt about him. She said very readily without 
any prompting, ‘He reminds me of my brother. It is his nose, I 
guess.. With this she stopped talking about the German instructor 
and talked about her family. She had a good deal to say about her 
younger brother. She said that he was immature and ignorant of the 
world and its affairs. He didn’t seem to go about things in a manly 
fashion and she worried about this. She had taken it upon herself to 
help him and to more or less be a buffer between his trouble and his 
father. She said that her brother and her father had never got along 
very well. She tried to keep them together. She also stated that he was 
highly artistic and that he didn’t date very much. ‘He is awfully 
mixed up; he is doing a little better in college now.’ She then talked 
about the general family tension and about the jealousies which had 
occurred. She talked about her mother’s attempt at suicide, about 
how her mother had her father all bewildered. She stated that she 
and her mother had had a pretty good talk during the spring recess 
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and that they seemed closer than they ever were before. I could tell 
by the way she said this that something had been accomplished be- 
tween her and her mother. Although they didn’t agree on everything, 
there was a sense of trust present. 

“On April 13 I made the following note: ‘The patient is symptom. 
free. She seems much more calm and relaxed.’ At this time we talked 
about things in general. She and her boy friend, were teaching a Sun. 
day school class in one of the settlement houses. This led again toa 
discussion of religion, an important factor in her life. We talked 
about the relationship of teachers with children, and adults with chil- 


dren, and then I listened again to a discussion of her family relation. 


ships. After this interview it seemed to me that we had reached a 
plateau in therapy. She was physically free of symptoms, and her 


understanding of herself had been increased. This was judged the 


time to stop treatment, rather than to undertake deeper therapy, | 
took this up with her very frankly and suggested that she see how 
things went. I told her to be sure to come in before she went home at 
the end of the term, and that if any trouble developed she was free 
to come in. She thought this was a fine idea. She again talked about 
the shame which she had had about all of this, but this was now in 
perspective. 

“When she came in at the end of the term (June 5) she was very 
happy. She brought her boy friend with her to meet me. He is a good 
deal smaller physically than she is. He is highly artistic and intelli- 
gent. He appears on the surface at least to be a well-balanced person. 
During the past week she had been troubled with this thought: ‘How 
can he really love anybody like me?” I said that she should try to 
accept herself as she was and to develop a sense of self-confidence 
and self-realization. She should avoid comparing herself to other peo- 
ple and to begin looking at herself through her own eyes instead of 
the eyes of others. We had a good, solid talk about this and then she 
left for the summer. | 

“Our only contact with her this fall has been informal. She has 
been very friendly and cordial. She has remained well. She is going 
to be married to the boy mentioned previously. Early last fall Miss 
McCormick talked at a meeting of the house sorority presidents, and 
Miss B. A. was there.” 

Miss McCormick: “After the meeting she walked out with me, 
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she was president of her sorority this year, and she said to me: ‘Well, 
you knew you had an ambassador in that group.’ ” 

Dr. Darling: “This case is one in which a girl reached a crisis on 
the unconscious level because of the development of a deep emotional 
relationship with a young man, because of unresolved family tensions 
and pressures, and because of previous traumatic experiences. The 
crisis resulted in conversion symptoms. We think of this as a hysterical 
psychoneurosis. The cure lay in a thorough medical examination and 
workup, a Clear explanation of the medical situation, and the sug- 
gestion by Dr. Van Wagenen, Dr. Fryer, and Dr. Rachun that she 
would get well. In order to maintain this ‘wellness’ and to prevent re- 
currence, it was necessary to sit down and discuss these factors in 
a psychotherapeutic setting. 

“Ts there any discussion of this case?” 

Dr. Little: “I wondered if there was any conflict about her change 
of vocation.” 

Miss McCormick: “Well, she talked about that. The reason she 
changed her vocation was that she was interested in getting married.” 

Dr. Little: “I mean was there any conflict about her previously 
song ambition to go to medical school and her change in that 
completely?” 

Dr. Darling: “That never did come out, Dr. Little. It’s a good 
question. I would assume that her motivation for medicine was not 
particularly deep. She seemed to be so comfortable with the idea of 
marriage and family life that this didn’t come out.” 

Dr. Ortega: “Did you get any inkling as to why she developed this 
particular series of symptoms?” 

Dr. Darling: “Do you mean why she developed parasthesia and 
paralysis instead of something else? In theory, the conflicts in this 
type of neurosis are deep in the unconscious mind. Very likely there 
are ambivalent sexual attitudes or complexes.” 

Dr. Evans: “Didn’t this type of conversion help her out of a situa- 
tion which she really didn’t wa: anyway? She didn’t want to go 
through the sorority rushing. Isn’t that true and that this was simul- 
taneous with that in the beginning? She wasn’t quite ready to get 
out of the Infirmary the first time because of rushing, and there is 
the thought that she was trying to get out of rushing. I wondered if 
that was why it might take this form. Because she couldn’t walk to it, 
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she couldn’t be of any use to them, and therefore she just wanted to 
be here in the Infirmary.” 

Dr. Darling: “She was hostile to the soxewity and hostile to many 
of the sorority girls. This probably ties in with an unconscious basic 
hostility. Certainly the sorority business would be one of the conscious 
pressures that she would have to face.” 

Dr. Rachun: “Do you find twitching a frequent symptom in psy- 
chiatric patients?” 

Dr. Darling: “I haven’t had very many patients like this, Dr, 
Rachun.” 

Dr. Rachun: “I mean in your general run of patients.” 

Dr. Darling: “In the general run of patients, twitching is not a 
common symptom.” 

Dr. Rachun: “That was perhaps one sign which threw me off the 
track. When I examined her, she had isolated fibrillatory twitching. 
I wondered how common that is in patients with psychoneurotic 
symptoms.” 

Dr. Darling: “We have had two other cases, both were girls. One 
was a girl whose only symptom was a spasm of the abdominal mus- 
cles in a rhythmic fashion, which kept up for hours at a time. The 
other girl had convulsions over a period of five or six days. With the 
first patient, there was a spasm of a group of muscles, and with the 
second all the muscles of the body were involved and she went into 
opisthotonos several times.” 

Dr. Moore: “I think <captaapied of the eyelids frequently is con- 
sidered a psychoneurotic sign.” 

Dr. Darling: “Yes, but it is often confused with eye strain. As a 
neurotic symptom it often occurs in obsessive-compulsive neuroses 
and is more frequently a tic rather than a pure twitching on a psy- 
chosomatic basis.” 

Dr. Sayres: “Is the prognosis particularly good in this case pro- 
vided she maintains a positive relationship with her husband? This 
is a transient adolescent thing which is very apt not to recur, isn’t 
that right?” | 

Dr. Darling: “I rather believe that in this patient it is a transitory 
thing, but not particularly related to adolescence. I think her prog- 
nosis is good. First of all, because she is a very bright girl and her 


conscious attitudes are essentially sound. She is an outgoing, inter- 
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ested, active person. Also she proved in her work with me that she 
was not afraid to face the things which were really tough. She did 
this in a most constructive fashion. Also, I think the boy whom she 
js marrying is eminently suited to her because she can be dominant 
in this relationship. She has to be dominant because of her basic 
ambivalence. She can also be dependent on him because he is a 
pretty steady person and they have intellectual and emotional in- 
terests in common.” | 
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